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. pected to respect certain ethical duties. For ex-
. -ample, in business or sports, the weakness of -
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Now being admitted to the high calling of the physician, I
solemnly pledge to dedicate my life to the care of the sick, the pro-
motion of health and the service of bumanity...

Excerpt from the physician’s oath taken by graduates of
Brown’s Medical School

The Board of Medical Licensure and Discipline [BMLD]
is charged with protecting patient safety and assuring that Rhode
Island’s physicians meet their ethical and legal obligatiens. For
guidance, the Board considers the American Medical Associa-
tion code of ethics, the law (particularly Chapter 5-37 of the
Rhode Island general law) and the collective wisdom of its mem-
bers to define reasonable and appropriate standards. ‘The Board
also educates our medical and lay communities about these
matters.

One recurring issue for the Board is potential patient aban-
donment by the treating physician. What follows is a primer
on the ethical dismissal of the patient from your practice. How-
ever, before addressing this sensitive and emotional issue, one

- must consider the inherent duties and obligations of the par-

ties in the physician-patient relationship.

PHYSICIAN-PATIENT RELATIONSHIP:

The physician-patient relationship is based on trust. Pa-
tients - whether acutely ill or “potentially” ill - are vulnerable,
usually weak, and almost always dependent on the knowledge
and expertise of their physicians. They undress, offer intimate
information, express deep fears. Physicians, in turn, are expected
to respect their patients’ autonomy, uphold their dignity, hold
information with the strictest confidence, and ultimately act
in a skilled, beneficent manner. A power imbalance exists, one
that could lead to abuses if the medical profession wasn't ex-

side the medical context, these same acts violate the law). Phy-
sicians, moreover, take a public oath at graduation. They pro-
fess their duties to future patients. Ultimately, patients expect
and are entitled to know thar physicians place the interests of
their patients ahead of their own.!

What about the duties of patients in this relationship?
Should physicians expect certain obligations from them? Per-
haps honesty in the disclosure of health matters, compliance
with diagnostic or therapeutic treatment plans, including keep-
ing appointments, and behavior that respects the professional
environment and doesn't interfere with the treatment of others.
Others may argue these statements, and whether patients should
be expected to obey them, but the point is that relationships,
even those marked by power imbalance, are never purely one-
sided.!

Except for emergency care, the physician-patient relation-
ship begins voluntarily, by mutual agreement. A physician may
not, however, discriminate against any particular class or category
of patients. With regard to third- -party payers, a physician may
elect to participate or not to participate: it is permissible not to
accept patients into your practice who have a particular health
insurance. The standard, however, must apply equally to all pa-
tients with a particular health insurance (e.g., a physician may
decide not to accept new patients with a particular health insur-
ance; a physician may not reject a patient due to histher health
insurance if that physician accepts other new patients with thar
coverage).

Once entered, the relationship between physician and pa-
tient becomes a binding social contract—based on ethical prin-
ciples and duties mentioned above—that is fortified by legal
standards. This is not to say that physicians are obligated to care
for patients over a lifetime, nor can physicians be compelled to

others may be considered an opportunity for
advantage. Thus, in the physician-patient rela-
tionship, the fiduciary bond is fortified by the
notion that the patient comes first. 2

The fiduciary nature of this bond is built
upon characteristics of doctoring that distin- record.
guish it from other “professions.” It has been | 3-
written that physician knowledge is held in trust
for patients, that it doesn’t belong to the physi-
cian alone. This idea emanates in part from the
nature of medical education. For example, the
acts of dissection and “touching” patients for | 6.
purposes of learning are privileged acts. (Out-

record.

Table 1: Gwdellnes for ethical dlsmlssal of a

1. The practice should have a formal written policy delineating the conditions/
circumstances which need to be satisfied prior to dismissing a patient.

The efforts made to resolve the differences between physician and patient
that precipitate the dismissal should be clearly documented in the medical

The reasons for dismissal should be clearly documented in the medical

4. The patient should be notified in writing (certified mail recommended) with
return receipt requested.

5.  Areasonable transition period during which the physician will continue to
serve must be offered (30 to 60 days).

The physician should facilitate a transfer of care and records to a new
physician acceptable to the patient.

patient from your practlce
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violate fundamental personal values, accepted standards of
medical practice, or the law.

Physicians are entitled to remuneration for their services, and
patients should expect to pay for care. Although the calculus is
complicated by the superimposition of third-party payers, and
debate over just compensation, the relationship at its root is a so-
cial contract between two individuals, and patients shouldn' be
abandoned because of third-party concerns.

ETHICAL DISCONTINUATION OF THE
PHYSICIAN-PATIENT RELATIONSHIP:

Physician-initiated dismissal of a patient should be rare.
Once the relationship is initiated, the physician is duty bound
and should seek to terminate it only in extreme circumstances.
Legally, physicians can withdraW from the relationship, and
without giving a reason, as long as certain procedural standards
are upheld. However, the ethical consequences of such actions
without reasonable and justifiable reasons are a different mat-
ter, potentially leading to disrespect and distrust of the indi-
vidual physician and compromising the public trust and
confidence in the profession as a whole. Trust and confidence
in this relationship is a vital component of medical practice
2345 and patients, society, and the profession of medicine would
be harmed if the termination of the physician-patient relation-
ship were less rigorously avoided.

Ethical considerations dictate that patient dismissal should
occur only after genuine attempts to resolve differences between
physician and patient have failed. At this point the physician
must notify the patient and subsequently facilitate the transfer

* of care (and medical records) to another physician acceprable

to the patient.

Table 1 outlines a six-point review outlining the recom-
mended elements that should be satisfied for the Board to be
confident that the dismissal of a patient from a physician’s prac-
tice meets both ethical and legal standards.

Of note; patients may discontinue their relationship with
a physician without notice or cause, at any time, and are en-
titled to the information contained in their medical records.

* This entitlement is valid even if there is an outstanding finan-

cial obligation. The patient’s healthcare must come first.* By
statute in the State of Rhode Island it is a defining example of
unprofessional conduct not to provide these records upon ap-
propriate request. Regulations limit Reasonable record copy-

. ing fees to $15 plus $0.25 per page for the first 100 pages and
* $.10 per page two thereafter to a maximum of $75. Physicians

in the State have been sanctioned for knowingly disregarding
this regulation.

ABANDONMENT

Patient abandonment has been defined as the unilateral
withdrawal by a physician from a patient’s care without first
formally transferring that care to another qualified physician
who is acceptable to the patient.’> Abandonment is not only
ethically problematic but also another defining act of unpro-
fessional conduct in the State of Rhode Island warranting sanc-
tion by the Board. In response to a finding of unprofessional
conduct, the Board is empowered to take the following ac-

tions: revoke, suspend, limit or restrict a physician’s license; re-
quire a period of probation; mandate a formal course of in-
struction or continuing medical education; administer a
reprimand or any other condition(s) or restrictions deemed ap-
propriate under the circumstances.*

SPECIAL CIRCUMSTANCES:
"THIRD-PARTY PAYORS: »

" Many patients have their health insurance change. Some
estimate that a typical patiént will change health insurance at least
once every five years. All physicians do not accept all health in-
surance, nor are they required to do so. Consequently, patients
who have established a physician-patient relationship with a par-
ticular physician often find themselves covered by a health in-
surer that either does not recognize the particular provider or that
is not accepted by the provider.

This presents a dilemma for the treating physician. Physi-
cians are entitled to be compensated for their services. Physi-
cians, or the facilities that employ them, must also operate a
fiscally sound business. Patients, however, cannot be abandoned.

To prepare for this eventuality, physicians should develop
a clear policy and procedure that is transparent and equally ap-
plied. The obligation to facilitate a transfer of care remains
paramount and is generally satisfied by a willingness to readily
transfer records to a newly assigned physician. Transfer of care
can be difficult for patients involved in a complicated treat-
ment protocol or multi-staged surgery. I these instances the phy-
sician, patient and insurer must each demonstrate initiative and

- flexibility in the inserest of the patient. An insurer may be asked

to extend coverage to allow for an out-of-network provider. A
patient may be asked to assume a required copay. A physician
may be asked to offer a payment plan. It is distinctly unusual
that such care should be rendered without compensation. At
times of conflict, or to provide assistance in order to avoid con-
flict, the Department of Health through the Board of Medical
Licensure and Discipline, the Division of Managed Care, and
the Division of Facilities Regulation can often be helpful.

Vacarion, CME MEETINGS, DAYS OFF, ETC..

Physicians can and should take time away from their medical
practice; but they must provide for continuity of care and availabil-
ity of medical records. Cross-coverage plans should be readily un-

derstandable and accessible to patients; e.g., when a patient calls
the office, phone number instructions. regardmg what 0 do, or

whom to call should be readily offered. -

ILLNESS:

Physicians get sick. Although unplanned and at times
tragic, there is still an obligation to provide continuity of care
for patients. Our medical community, the Rhode Island Medi-
cal Society, our State’s subspecialty organizations and the Board
of Medical Licensure and Discipline are outstanding resources

and should be used.

CLOSING A PRACTICE:
When closing one’s practice, whether for illness or retire-
ment, physicians have an obligation to assure adequate notifi-
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cation of patients, continuity of care, and protection and avail-
ability of medical information. Medical records must gener-
ally be retained for at least five years. Physicians are responsible
for keeping these records safe, confidential and accessible. If
transferring these records to another physician or practice, a
formal written agreement must be in place. Patients must be
notified in advance and a reasonable transition period offered.
The Rhode Island Medical Society offers a useful information
packet on closing a medical practice which is available upon
request. (401-33 1-3207)

GROUP PRACTICE:

Physicians in a group practice often have increased flexibil-
ity with regard to continuity of care. Provided that patients are
informed regarding the involvement of colleagues from the prac-
tice in their ongoing care, the practice can assist in many of the
obligations traditionally assigned to the individual physician.
Physicians may also often leave a group practice with relative
ease. The duty to notify patients, however, remains. The need to
respect patient’s rights would also dictate that the group pracrice
openly disclose the departing physicians new work address.

ConNcLusioN

The physician-patient relationship is the heart of the clini-
cal practice of medicine. As we physicians strive to balance sci-
ence, humanism, economics, ethics and the law, we must
maintain this focus. Abandonment, and the fear of abandon-
ment, harms our patients, our profession and society at large.

Yet there are circumstances where it is appropriate to dismiss a

patient from one’s practice. Despite expectations, all relation-
ships aren’t beneficial. Kindly keep in mind existing standards
for the ethical dismissal of patients, that patients should be treated
with dignity and respect even when ending the relationship,
and that the public trust in physicians is precious and fragile
and, once lost, may be difficult to restore.
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